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1078–5884/00The Distal Zone of the Deep Femoral Artery as the Inflow Site
in Femorodistal Bypass Grafting
F.C. Brochado-Neto, M. Albers* and M. RomitiVascular Surgery Section, Department of Surgery, Health and Medical Sciences Sector, Lusiada Foundation,
Santos, SP, BrazilThe distal zone of the deep femoral artery has been used as an inflow site for femorodistal bypass grafts. Eleven such bypass
grafts were performed in patients who had critical limb ischemia either to avoid a hostile groin (nZ7) or because of an
insufficient length of vein (nZ4). The posteromedial route was used. Two of the 11 grafts had early failure and a third failed
at 3 months: redo surgery restored arterial blood flow to the limb in all three patients. The procedure was safe and is a widely
applicable, effective alternative that extends the limits of infrainguinal vein bypass grafting.Keywords: Deep femoral artery; Distal zone; Bypass.Introduction
The deep femoral artery (DFA) can be an alternative
inflow site when there is insufficient length of vein or a
hostile groin caused by scarring and infection. Often
the anteromedial and anterolateral routes have been
used to expose the DFA,1 but the posterior route has
been used rarely.2 Although, initially described in
1978,3 the posteromedial approach to the middle and
distal zones of the DFA was not fully described until
1988.4
The distal zone of the DFA extends beyond
the second perforating branch and lies posterior to
the adductor longus muscle and separated from the
superficial femoral vascular bundle and the subsartor-
ial plane. This segment can be exposed by a poster-
omedial route between the adductor longus muscle
anteriorly and the adductor magnus and adductor
brevis posteriorly (Fig. 1). To facilitate this approach,
the patient’s thigh and knee are moderately flexed and
the thigh is abducted and rotated externally.1 A
cutaneous incision is made on the medial aspect of
the thigh posterior to the greater saphenous vein and
overlying the distal zone of the DFA. In the presenting author. Maximiano Albers, MD, PhD, Rua Ministro
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from the distal zone of the DFA exposed via the
posteromedial route.Report
Eleven bypasses originated from the distal zone of
the DFA in eight men and three women (mean age 71
years; range 59–84 years). Ten patients had
chronic critical ischemia with tissue loss and one
had acute critical ischemia. Six patients had under-
gone a previous attempt at revascularisation in the
same limb.
A hostile groin was present in seven patients, with
extensive scarring in four patients, skin infection in
two patients and deep infection in one patient. An
insufficient length of autogenous vein was available in
the other four patients. A nonreversed translocated
vein bypass graft was performed, using seven greater
saphenous veins, two cephalic veins and two basilic
veins. The distal anastomosis was placed in the
popliteal artery in five patients (three above-knee
and two below-knee). In the remaining patients, the
outflow artery was the posterior tibial artery, the
fibular artery and a sural artery (Fig. 2), each in two
patients.Eur J Vasc Endovasc Surg 31, 407–409 (2006)
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Fig. 1. Tomographic image showing the posteromedial route
(arrow) to the distal zone of the deep femoral artery. AB,
adductor brevis; AL, adductor longus; AM, adductor
magnus; F, femur; G, gracilis; H, hamstring muscle group;
S, sartorius; VM, vastus medialis; 1, superficial femoral
vessels; 2, deep femoral vessels; 3, greater saphenous vein;
and 4, sciatic nerve.
Fig. 2. A profunda-to-lateral sural basilic vein bypass graft,
which originated between the second and third perforating
branches of the DFA, failed. At redo surgery a jump cephalic
vein graft to the medial sural artery was performed
successfully.
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and there were no wound complications or unusual
local pain. Two early graft failures were successfully
treated with a new vein bypass. A third graft occluded
after 3 months, and the patient ultimately received an
axillo-femoral bypass. The median follow-up time was
6 months (range 1–18 months). Duplex graft surveil-
lance detected one failing graft at 8 months, but the
patient refused arteriography or revision and was left
untreated.Discussion
Since, the DFA is often spared from severe athero-
sclerotic changes and enlarges as the superficial
femoral artery becomes stenotic and finally occludes,
there is no theoretical objection to using the DFA as an
inflow site. Because of its deeper location and smaller
caliber, the distal DFA should be used only when the
proximal and middle zones of this artery are not
suitable, when an anterior route cannot be used or
when a vein is unavailable for a longer bypass. The 11
patients reported here accounted for only 29% of all
profunda-to-distal bypasses done in the same period.
Mills et al.5 used the DFA as an inflow site in 56 bypass
grafts, of which only two originated from the distal
zone.
The present series is reflective of a more aggressive
attitude towards limb revascularisation, with use of
nonreversed translocated vein grafts and preference
for shorter grafts. Perhaps the main advantage of the
posteromedial route is the avoidance of a hostile groin,
which facilitates dissection around arteries and may
reduce the incidence of wound complications.
Another advantage is the possibility of using the
same skin incision to expose the distal zone of the DFA
and to harvest the proximal segment of the greater
saphenous vein. In contrast, the anterolateral route
lateral to the sartorius muscle would require an
additional skin incision. More important than any
theoretical discussion was the net surgical benefit,
with a primary graft patency in eight of 11 patients and
no report of death, major amputation or wound
complications. A median follow-up to 6 months is
too short to draw any definitive conclusions, but not
too short to abate enthusiasm for this technique. In
conclusion, the profunda-to-distal bypass, which
originates in the distal zone of the DFA, is a safe,
widely applicable and effective alternative that
extends the limits of infrainguinal vein bypass
grafting.
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